1. Cardiovascular System 


Action / Examine For \A / Potential Findings / Extra Information | 
Introduction e Wash hands 
e Introduce, explain, consent, expose (top off) e 8B ol 
° Position: Supine at 45° a 
e “Do you have any pain in your chest?” 
General e Appearance - ill / distressed / in pain 
Inspection ° Oxygen, fluids and medications 
Hands e Temperature of hands 
e Capillary refill 
e Nails 
Finger clubbing 
Koilonychia 


Splinter haemorrhages 

Nailfold infarcts 

o Nailbed pulsation (Quincke's sign) 
e Tendon xanthomata 

e Peripheral cyanosis 
e 
° 


Q O O O 


Oslers nodes and Janeway lesions | ection 2 — you could also mention Roth spots here] 
Tar staining smoking (an important cardic llar risk factor) 


Wrist e Radial pulse : 
o Rate (time over 15 seconds) 
o Rhythm 
o Volume & character 
Radio-radial delay 
Radio-femoral delay 
“Do you have any shoulder pain?” 
e Collapsing pulse — grasp forearm and raise up 


Arm ° “lwould now measure blood pressure” 
e |f radio-radial delay, measure BP on both arms 
Neck e Carotid pulse 


Look 
Palpate 


Patient at 45°, look at left side of neck 
“Have you got a sore tummy at all?” 
Demonstrate hepatojugular reflux 

If not seen, apply pressure at base of 
neck & look for external jugular filling 


Eyes 

Corneal arcus 
Conjunctival pallor 
Xanthelasmata 
Malar flush 

Mouth 

o Central cyanosis 
o Poor dentition 


The Precordium 


Inspection Pacemaker / ICD scar (or lump) 

Scars 

o Midline sternotomy 

o Left submammary (lift breast if °) 
o Legs! 

e Visible sternal heave 


Palpation e Apex beat 

o Locate & count rib spaces 
o Define character 

Left parasternal heave 

Thrills 


e Apex (bell then diaphragm) 

e Axila (diaphragm) 

e LLSE, pulmonary, aortic (diaphragm) 
° 

° 

° 


Auscultation 
(whilst feeling 
carotid pulse) 


Both carotids, holding breath (diaphragm) 
Apex — pt on LHS with expiration (bell) 
LLSE — sat forward with expiration (diaphragm) 


Back e Auscultate lung bases 
Palpate for sacral oedema 


Ankles e Peripheral oedema 


Concluding Observation chart (BP, temperature, SpO;) 
Remarks e Abdominal examination & peripheral pulses ° t 
Investigations: Urinalysis, echo, ECG e Micros 
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Cardiovascular System: Notes 


Differentiating between types of cyanosis 
° Pure peripheral cyanosis causes cold blue hands 
° Central cyanosis causes blue lips and tongue, and when severe can also cause blue hands (usually warm) 


Causes of central cyanosis (blue lips & tongue) Causes of peripheral cyanosis (blue hands) 
e Hypoxic lung disease e Peripheral vascular disease 
e Right-to-left cardiac shunt e Raynaud’s syndrome 
o Cyanotic congenital heart disease e Heart failure 
o Eisenmenger's syndrome e Shock 
° Methaemoglobinaemia (drug or toxin-induced) e (Central cyanosis when severe) 
AA Irregularly irregular pulse 
e AF 
e Ventricular ectopic beats (VEBs) 
° Complete HB + variable ventricular escape 


To differentiate between AF and VEBs without a 
12-lead ECG, exercise the patient — this will abolish 
VEBs but AF will remain 


Causes of an absent radial pulse 


Important causes of AF ° Congenital (usually bilateral) 
e Ischaemic heart disease Previous arterial line 


e Rheumatic heart disease Previous cardiac catheterisation 

e Thyrotoxicosis Atheromatous disease (usually subclavian) 
° Pneumonia / PE / Alcohol Arterial embolism (eg. AF) 

Surgical ligation 


JVP abnormalities 

T & normal waveform: 
Large a-waves: 
Cannon a-waves: 
Giant v-waves: 

High plateau phase: 
Raised and fixed: 


RHF, volume overload, PE 

Pulmonary hypertension, pulmonary stenosis 

Complete heart block, VEBs 

Tricuspid regurgitation (look for ear-wiggling, pulsatile hepatomegaly) 
Constrictive pericarditis 

SVC obstruction 


Causes of a non-palpable apex beat AA LVH / Heaving apex 
1. Something is between your fingers and the apex e Aortic stenosis 
e Adipose tissue e Hypertension 
o Obese patient e HOCM 
° Air e Coarctation of the aorta 
o Pneumothorax 
o Emphysematous bulla (COPD) 3" heart sound (volume overload) 
° Fluid ° Normal if < 30 years old 
o Pleural effusion e CCF(/MI/ Hypertension / Cardiomyopathy 
o Haemothorax e Aortic / mitral regurgitation 
° 


a sss. Pericardial 6fiusion Constrictive pericarditis 
2. The apex is not in its normal position 


° Displaced (usually laterally in LHF) 


4" heart sound (pressure overload) 
e Dextrocardia 


e Always abnormal 
e CCF / MI / Hypertension / Cardiomyopathy 


Causes of cardiac failure e Cannot be diagnosed in the context of AF 


1. Pump failure 
° Ischaemic heart disease 
o Cardiomyopathy 
o Constrictive pericarditis 
o Arrhythmia (eg. AF, complete HB) 
o Negative inotropes / chronotropes 
2. Excessive preload 


CCF = LHF + RHF (ie. biventricular failure) 


CXR features of LHF (ABCDE) 
e Alveolar oedema 
Kerley B lines 
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° Regurgitant valvular disease (MR / AR) 
° Fluid excess (renal failure, IV fluids) 


3. Excessive afterload 
o AS 
o Hypertension 
4. Isolated RHF 


o Cor pulmonale (2° chronic lung disease) 
o Pulmonary HTN (primary / due to MS) 


5. High-output cardiac failure (rare) 


Cardiomegaly 
Upper lobe venous Diversion 
Pleural Effusion 


Causes of pericarditis 


Viral (Coxsackie) 

Bacterial / fungal infection 

Immediately post-MI 

Dressler’s syndrome (2-10 weeks post-MI) 


o Anaemia SLE / RA / scleroderma 
o Pregnancy Uraemia 
o Metabolic (hyperthyroidism, Paget's) Malignancy 
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System for Describing Features of a Heart Murmur 


It can be difficult to recall the features of a murmur. To help do this, use a method such as the TIPPQRS system 
shown overleaf. Keep reciting T-I-P-P-Q-R-S to yourself until it comes instantly. 


T Timing 

l Intensity — thrills are rare so say grade 2 if quiet and grade 3 if loud (don't say grade 1 & claim to be an expert!) 
P4 Position of stethoscope on precordium where heard loudest 

P, Position patient in when heard loudest — usually only relevant to diastolic murmurs (AR / MS) 

Q Quality 

R Radiation 

S Systemic features — other heart sounds, characteristics of the apex beat / pulse etc. 


How to Present Your Findings 


Go through TIPPQRS 

° On auscultation, the first and second heart sounds are normal (or loud / quiet / prosthetic / not heard) 
There is a murmur of grade | I | intensity heard loudest in the area with the patient 
The murmur is | Q | in nature and radiates to the [ R | (or does not radiate) 
There is an associated | S | (3"/4"" heart sounds, apex beat & pulse characteristics etc.) 
In summary my findings on examination fit with a diagnosis of 
If native valves: There are no apparent stigmata of IE or signs of heart failure (if you have checked!) 
If prosthetic valve: There is no evidence of valvular complication, particularly valve failure or IE 


Example 1: On auscultation, the 1°! and 2™ heart sounds are normal. There is an early diastolic murmur of grade 2 intensity heard loudest at 
the lower left sternal edge with the patient sitting forward and breath held in expiration. The murmur is high-pitched and breath-like in nature and 
does not radiate. There is an associated 3" heart sound, a thrusting apex beat and a collapsing pulse. In summary, my findings on examination 
fit with a diagnosis of aortic regurgitation. There are no apparent stigmata of infective endocarditis or signs of heart failure. 


Example 2: On auscultation, a normal 1* heart sound is audible with a prosthetic 2" heart sound. There is an associated ejection systolic 


murmur of grade 3 intensity heard loudest in the aortic area. The murmur has a crescendo-decrescendo quality and radiates to both carotids. 
This is likely to be a flow murmur across a prosthetic aortic valve. There is no evidence of valvular complication, particularly valve failure or IE. 


Heart Murmurs: Notes 


By far the most common murmurs in OSCEs are AS and MR, but AR does pop up pretty frequently in so always 
palpate the carotid pulse when auscultating and decide if the murmur occurs with the pulse (ie. systolic) or between 
pulses (ie. diastolic). Remember left sided murmurs are louder on expiration, right sided murmurs on inspiration. 


Grading of murmur intensity 


e Grade1 Very faint, just audible by an expert in optimal conditions 

e Grade2 Quiet, just audible by a non-expert in optimal conditions 

e Grade 3 Moderately loud 

e Grade 4 Loud with palpable thrill 

e Grade5 Very loud with palpable thrill, audible with stethoscope partly off the chest Systolic only 
e Grade6 Very loud with palpable thrill, audible without a stethoscope 


Stigmata of infective endocarditis Aortic ‘sclerosis’ 


Changing heart murmurs 

Finger clubbing 

Splinter haemorrhages 

Mild splenomegaly 

Microscopic haematuria 

Eponymous signs (rare!) 
o Osler’s nodes on finger pulps 
o Janeway lesions on palms and soles 
o Roth spots on the retina 


Complications of prosthetic valves 


Structural valve failure (ie. regurgitation) 
Paravalvular leak* & 
Thrombosis & obstruction 

Infective endocarditis 

Intravascular haemolysis 
(Warfarin-related complications) 


[*This is more common than structural failure of the valve 


itself, 


but will also produce a regurgitant murmur] 


e Asymptomatic 

e Does not radiate to carotids 

e No slow-rising pulse 

e Normal pulse pressure 

e° 2™ heart sound normal / loud (ie. not quiet) 


Eponymous signs in AR 
e Corrigan’s: Very obvious carotid pulsation 
e Quinke’s: Nailbed pulsation 
e De Musset’s: Head-nodding 
e Duroziez’s: Systolic femoral murmur 
e Traube’s: ‘Pistal shot’ femorals 


Indications for a bioprosthetic valve (lasts ~10 years) 
1. Elderly (valve will usually outlast patient) 
2. Contraindication to warfarin 
o Woman of childbearing age 
o Other contraindications to warfarin 
need to be weighed carefully against 
the necessity to repeat surgery 
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3. Respiratory System 


xA / Potential Findings-/ Extra 


Information | 


Action / Examine For 

| Introduction | e Wash hands 
e Introduce, explain, consent, expose (top off) 
° 


Position: Supine at 45° 


e “Do you have any pain in your chest?” 

e Appearance - ill / distressed / pain / tachypnoeic 
° 

° 

° 


General 
Inspection Accessory muscles, pursed lip, wheeze, stridor 
Nutritional status / cachexia 


Oxygen, fluids and medications 


Sputum pot — Look inside it 
e Nails 


[Hanae 
o Finger clubbing (inspect carefully) 

o Koilonychia 
Peripheral cyanosis 
Tar staining / coal dust tattoos 
Warmth 
Dilated veins 
1% web space wasting 


° 
° 
° 
° 
° 
Wrist e Flapping tremor (asterixis) 
e Fine physiological tremor 
e Respiratory rate 
e 


Pulse 
o  Tachycardic 
o Bounding 


Neck 1 e JVP ° 
o Patient at 45° with adequate lighting 
o Demonstrate hepatojugular reflux 


Cushingoid (moon face, plethora, acne, hirsuit) 
° Eyes 
o Conjunctival pallor 


e Mouth (use torch) 
o Central cyanosis ° 
o Candida 


“I'm going to feel in your neck for your windpipe” 
Tracheal position ° : 
Cricosternal distance No 
Tracheal tug on inspiration H 


Nodes e 


| The Chest (Same sequence on anterior then posterior chest) 
| Position e Antierior chest: Supine at 45° 


A-P diameter 
Scars (check carefully around the sides & back) 
Chest drain sites (old / current) 


| Inspection ° 
° 
° 
° Deformity of chest / spine ° P 
° 
° 


| 
| 


“Take a deep breath in” — Assess symmetry 
Intercostal indrawing (Hoover's sign) ° 


o Horner's (ptosis, meiosis) e Pancoast t 


“Any pain in your neck?” — Palpate nodes ° Non-tende 


e Posterior chest: Sitting up, arms crossed in front | ° Separate 


Palpation e Apex beat 
e RV heave 


e Chest expansion in 2 places 


Percussion e Start in supraclavicular fossa then work down 
e Compare side to side including axillae 


e Map out any abnormalities 


Auscultation | e Use diaphragm unless hairy / very skinny 
e “Take deep breaths in and out please” 
o Vesicular or bronchial 
o Decreased or absent breath sounds 
o° Crepitations 
o Rhonchi (wheeze) 
° lf creps heard, ask to cough and listen again 
“Say 99 each time | touch your chest” 
e Vocal resonance 


“Now whisper 99” — Whispering pectoriloquy 


| Back e Sacral oedema s 

| Ankles ° Peripheral oedema ° RH ses [See Appe 
| Concluding See sputum pot (if not already seen) 

| Remarks e Observation chart (BP, temperature, SpO;) 


e Investigations: Peak flow, PFTs, CXR, ABG 


How to Present Your Findings 


Work through the examination sequence 
° The patient was [dyspnoeic / comfortable] at rest breathing [air / O2], and [cyanosed / not cyanosed]. 
The respiratory rate was _ _breaths per minute. 
Always comment on clubbing, lymphadenopathy and mediastinal shift. Mention other positive findings. 
Comment on expansion, percussion, breath sounds, added sounds, vocal resonance. 
Give differential diagnosis. 
Comment on the presence / absence of cor pulmonale in the context of chronic lung disease (COPD, ILD). 


Example: The patient was dyspnoeic at rest breathing air, and centrally cyanosed. The respiratory rate was 22 breaths per minute. There was 
finger clubbing but no lymphadenopthy or mediastinal shift. Chest expansion was symmetrical and the percussion note resonant throughout. 
Breath sounds were vesicular, and in addition fine inspiratory crepitations were heard bibasally. The differential diagnosis includes interstitial 
lung disease and pulmonary oedema. In the context of chronic lung disease, there was no evidence of cor pulmonale. 


Respiratory System: Notes 


Consolidation 


Collapse 


Towards 
Dull 
| or absent 
{ or absent 


Mediastinal Shift 
Percussion 
Breath Sounds 
Vocal Resonance 


Dull 
Bronchial 
n 


Effusion 
(Away if big) 
Stony dull 

| or absent 
| or absent 


Interstitial lung disease (= pulmonary fibrosis) 

1. Idiopathic 

o Cryptogenic fibrosing alvolitis 
2. Due to inhaled antigen (ie. EAA) 

o Bird fancier’s lung 

o Farmer's lung 
3. Dueto inhaled irritant 

o Asbestosis / silicosis 

o Coal worker’s pneumoconiosis 
4. Asociated with systemic disease 


o SLE 
o RA 
o Sarcoid 


o Systemic sclerosis 
5. Drug-induced 

o Methotrexate 

o Amiodarone 


AA Horner’s syndrome 
e Central lesion 
o Stroke / tumour / MS 
o  Syringobulbia 
e T, Root 
o Spondylosis 
o Neurofibroma 
e Brachial plexus 
o Pancoast tumour 
o Cervical rib 
Trauma / birth injury (Klumpke’s) 


o Tumour 
o Carotid artery aneurysm 
o Sympathectomy 

e With cluster headaches 


Raised hemidiaphragm 
e Examination findings identical to effusion 
e Due to phrenic nerve palsy 
e Caused by thoracic surgery / trauma / malignancy 


Lobectomy / pneumonectomy 


Pneumothorax 


Towards 
Dull 

Absent 
Absent 


(Away if tension) 


Tympanic 


J or absent 
| or absent 


Signs of hyperinflation 
e Reduced cricosternal distance + tracheal tug 
e Increased A-P diameter 
e intercostal indrawing (Hoover's sign) 
e Apex beat not palpable 
e ` Hyper-resonant percussion note 


Bronchial breathing 
e Loud and bl&wing 
e Length of inspiration = expiration 
e Audible gap »etween inspiration & expiration 
e Reproducible by placing your stethoscope 
over your trachea and listening 


AA Bibasal crepitations 
e Pulmonary oedema 
e Interstitial lung disease 
e Bronchiectesis 
e Cystic fibrosis 


AA Pleural effusion 
e Transudate (Protein < 30g/L) 
o CCF 
o Volume overload 
o Hypoalbuminaemia [See Appendix B] 
o Meig’s syndrome 
e Exudate (Protein > 30g/L) 


o Infection 
= Pneumonia 
= TB 
o Infarction 
= PE 
o Inflammation 
= RA 
» SLE 


o Malignancy 
= Bronchogenic 
= Mesothelioma 


e Given away by thoracotomy scar on chest, but some examiners will hide this to test examination skills 
e Indications: Bronchogenic Ca (25% of non-SCLC is resectable), bronchiectasis, trauma, old Rx for TB 


Pneumonectomy 
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Action / Examine For 


4. Gastrointestinal System 


Datantial Findings / Ey Information 
/ Potential Findings / Extra Information 


Introduction 


Wash hands 
Introduce, explain, consent, expose (top off) 
Position: Supine at 45° (do not lie flat yet) 

“Do you have any pain in your tummy? Where?” 


General ° 
Inspection ° 


Appearance - ill / distressed / in pain 
Oxygen, drips, catheters, medications, drains 
Abdominal distension, muscle wasting 


me] 


Nails 

o Finger clubbing 

o Leuconychia 

o Koilonychia 
Tendon xanthomata 
Dupuytren’s contracture — feel palm for this 
Palmar erythema 


Chest + Back 


Inspection 


Palpation 
(and a little 
percussion) 


e 
Wrist e Flapping tremor (asterixis) 
e Radial pulse 
Forearms e Bruising 
° IVDU 
| Face e Cushinoid (moon face, plethora, acne, hirsuit) 
° Parotid enlargement (sialoadenosis) 2° alcohol 
Eyes Scleral icterus 


The Abdomen (Lie flat with one pillow) 


Corneal arcus ° 
Episcleritis / conjunctivitis ° 
Conjunctival pallor ° 
Xanthelasmata ° 


Glossitis 
Oral candidiasis 

Apthous ulcers ° 
Fetor hepaticus ° 
Angular stomatitis ° 
Peutz Jeghers spots ° 


Gynaecomastia 
Loss of secondary sexual hair ° CLD 
Spider naevi — depress to show central filling CLD 


+ Eluid FElatus Faeces. Fetus. Flioping big mass 


Distension ° 
Caput medusae 


General palpation 


o Down on one knee, watch patient's face | e This is key, and examiners will scrutinize yo 
“Tell me if | cause you any discomfort” 
o Work round 9 areas, light — deep ° St away as possible from any tende 
Liver = I t galy [See over] 


o “Take deep breaths in and out for me.” 

o Startin RIF, work towards costal margin 

o Percuss out upper & lower borders 
Spleen 2galy [See over] 
o Start at umbilicus, work towards spleen See Section 5 for differentiating between spleen & le 

o Percuss borders if spleen felt 
Kidneys 

o _ Ballotte on deep inspiration 
AAA 

o Deep palpation at umbilicus 


o è> o o 


Percussion 


Shifting dullness 
o Percuss away from mildline to left flank 
o Leave finger at first point of dullness 
o Roll patient towards you 
o Percuss again — Still dull? Tympanic? 


Auscultation 
| 


e Renal bruits — superior and lateral to umbilicus 
e Liver bruit if liver edge felt 


Bowel sounds — just below umbilicus 


AV malformation. TIPSS 


| Legs 


| 


Peripheral oedema e CLD, multiple other causes [See 
Erythema nodosum > 3D, sarcoid e fectic p! 
Pyoderma gangrenosum ° 3 


| Concluding 
| Remarks 


Examine groins, genitalia & perform PR exam 
Observation chart (BP, temperature, SpOz) 


iR 


Gastrointestinal System: Notes 


AA Ascites — compare with AA pleural effusion 
e Transudate (Protein < 30g/L) 
o CLD (75% of ascites) 
o CCF 
o Volume overload 
o Hypoalbuminaemia [See Appendix B] 
o Constrictive pericarditis 
e Exudate (Protein > 30g/L) 
o Infection 
. TB 
= Pyogenic infection 
(Infarction) 
o Inflammation 
= Pancreatitis 
o Malignancy 
= Luminal (stomach / colon) 
= Pancreas 
= Liver (primary / metastatic) 


O 


= Ovarian 
=» Lymphoma 
o Other 


= Lymphoedema 
= Hypothyroidism 


Abdominal scars 
1. Kocher’s / subcostal — open cholecystectomy 


Midline laparotomy 
Nephrectomy 
Gridiron — appendicectomy 


Right paramedian laparotomy — various (eg. pancreatic transplant) 


Multifactorial aetiology of ascites in CLD 
1. Portal hypertension 
2. Hypoalbuminaemia 
3. Salt & water retention (RAAS activation) 


AA Gynaecomastia 
e Physiological (puberty / elderly) 
e Testicular failure 
o Klinefelter’s syndrome 
o Viral orchitis / testicular trauma 
o Haemodialysis 
e Increased oestrogen 
o Chronic liver disease 
o  Thyrotoxicosis 
o Oestrogen-secreting tumour 
e Drug-induced (DISCO MTV) 
o Digoxin 
Isoniazid 
Spironalactone 
Cimetidine / Calcium channel blockers 
Oestrogens 
Methyldopa 
Tricyclics 
Verapamil 
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Laparoscopic — various (gall bladder, appendix, gynae) 
Left paramedian — anterior resection of rectum 
Pfannenstiel / transverse suprapubic — TAH, Caesarian 


Oo SS m & 55 


AA Hepatomegaly (INCHIB) 
e Infection 
o Hepatitis* 
o EBV* 
o Malaria* 
o Liver abscess 
e Neoplastic 
o Primary / metastatic disease 
e Venous Congestion 
o RHF 
o Tricuspid regurgitation 
o Budd-Chiari syndrome 
e Haematological 
o Lymphoma* / Leukaemia* 
o Myelofibrosis* 
o © Sickle-cell & haemolytic anaemia* 
e infiltrative 
o  Sarcoid* / Amyloid* 
o Haemochromatosis 
o Fatty liver 
e Biliary 
o PBC/PSC 


Typical characteristics of a liver edge 
e Smooth: Venous congestion, fatty infiltration 


e Knobbly: Metastases, cysts 
e Pulsatile: TR s 
e Tender: Hepatitis, RHF (capsular pain) 
e Bruit: HCC, AV malformation, TIPSS 


AA Splenomegaly 
e Massive (MM) — Past Umbilicus 
o Malaria 
o Myeloproliferative (myelofibrosis, CML) 
e Moderate — Up to umbilicus 
o Lymphoma / Leukaemia 
o Portal hypertension 
o Haemolytic anaemia 
e Mild — Hard to GRIP 
Glandular fever (ie. EBV) 
RA (Felty's syndrome if also | WCC) 
Infective endocarditis 
Pernicious anaemia 


ooog 


[* Main causes of hepatosplenomegaly] 


Extra-intestinal manifestations of IBD 
e Finger clubbing 
e Mouth ulcers (especially Crohn's) 
e Eyes 
o Episcleritis 
o Conjunctivitis 
e Skin 
o Erythema nodosum 
o Pyoderma gangrenosum 
e Joints 
o Seronegative spondyloarthropathy 
e PSC (especially UC) 
e Amyloidosis (especially Crohn’s) 
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5. Chronic Renal Failure / Renal Transplant 


Action / Examine For 


Wash hands 

Introduce, explain, consent, expose (top off) 
Position: Supine at 45° 

“Do you have any pain in your tummy? Where?” 


Wrists / Arms Radial pulse # 

Flapping tremor (asterixis) 
Look for AV fistula 

o Wrtist 

o Anticubital fossa 
Examine AV fistula if present 

o Palpate for thrill 

o Auscultate — loud bruit 
Parathyroid implantation scar 

o Wrtist 

o Shoulder 


Conjunctival pallor 
Yellow tinge to skin 


JVP 
e Central venous catheter 

o Current 

o SCcarfrom previous at base of neck 
Parathyroidectomy scar 


Auscultate lung bases for crepitations 


The Abdomen (Lie flat with one pillow) 


Inspection e Distension e  The6 Fs: Fat, F Flatus, F s, F Flipping big masses 
e — Tenckhoff catheter (peritoneal dialysis) (eg. p“ s) 
o Current 
o Scar from previous near umbilicus 
e Nephrectomy scars ° 
e Renaltransplant scars e / in obese) 
Palpation e General palpation 
o Down on one knee, watch patient’s face 
“Tell me if | cause you any discomfort” 
o Work round 9 areas, light — deep ° Start a ay as om any 3] 


e Kidneys 
o  Ballotte on full inspiration 
o Differentiate left kidney from spleen 
e Transplanted kidney 
o Palpate for this under LIF / RIF scar 
° Liver 
o Assess in the usual manner if 
enlarged kidneys are found 


Percussion Shifting dullness if Tenckhoff catheter in situ 
o Percuss away from mildline to left flank 
o Leave finger at first point of dullness 
o Rollpatient towards you 


o Percuss again — Still dull? Tympanic? 
° Renal bruits — superior and lateral to umbilicus ° Renal artery disease 


Sacral oedema ° Fluid overload 
Ankle oedema d overload [See Appendix B 


Observation chart (BP, temperature, SpO;) 
° Dip urine 


Auscultation 


Ankles 


Concluding 
Remarks 


Chronic Renal Failure / Renal Transplant: Notes 


AA LIF mass AA RIF mass 
e Kidney transplant e Kidney transplant 
e Loaded colon e Appendix mass 
e Diverticular mass e Crohn's disease (inflamed, matted small intestine) 
e Colorectal carcinoma I e Caecal carcinoma 
e Ovary e Ovary 
AA Bilateral enlarged kidneys Spleen versus kidney on examination 
e APKD e You can get your hand over a kidney 


Percussion note is resonant over a kidney 
Kidney is balottable 

Spleen has a notch 

Spleen moves more on respiration 


e Bilateral hydronephrosis 
e Amyloidosis 


AA Unilateral enlarged kidney 
e Hydronephrosis 
e Renal cancer 
e Renal cyst 


Indications for dialysis in CRF 
e Progressive decline in renal function (usually CKD 5 = GFR < 15ml/min) 
Symptomatic uraemia despite conservative Rx 
Renal bone disease 
Pericarditis 
Volume overload despite fluid restriction & diuretics 
Hyperkalaemia despite Rx 


Components of renal bone disease 

1. Osteomalacia — vitamin D deficiency 

2. Hyperparathyroidism — t phosphate 
o Subperiosteal bone resorption, especially on hand xray 
o Pepper pot skull (AA multiple myeloma) 

3. Osteoporosis — chronic disease 

4. Osteosclerosis — prolonged hyperparathyroidism 
o ‘Rugger jersey’ spine 


Complications of haemodialysis 

Hypotension 

Hypovolaemia 

Hypokalaemia 

Disequilibration syndrome (cerebral oedema) 

Dialysis-related amyloidosis (82-microglobulin accumulation causing peripheral neuropathy etc.) 


Side effects of post-transplant immunosuppressive drug therapy 
e High-dose corticosteroids [See Section 13] 
o Cushingoid facies (moon face, plethora, acne, hirsuit) 

Thin skin 
Bruising 
Abdominal obesity 
Purple striae 

o Muscle wasting in limbs 
e Ciclosporin 

o Gingival hypertrophy 

o Warty skin lesions 

o Hypertrichosis (werewolf syndrome) 


e Q Ó O 
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13. Endocrine 


Examination for Signs of Cushing s Syndrome 


| Action / Examine For 
e Wash hands 

e Introduce, explain, consent, expose (top off) 
Position: Supine at 45° 


Introduction 


General 
Inspection 


Arms 


Face 


Central obesity 
e Peripheral muscle wasting 


° Reduced skin fold thickness 


Bruising 
“| would like to measure blood pressure” 


° Moon facies 
° Acne 

° Plethora 

° Hirsuitism 


Chest / Back 


Proximal 
Myopathy 


° Gynaecomastia in male 

e Interscapular fat pad — ‘buffalo hump’ 
e Supraclavicular fat pads 

e Kyphosis 


Purple striae 
Central obesity 


e Testshoulder ABduction power 
Ask to stand from chair with arms crossed 


Bruising 


Legs 


Concluding e Diagnostic tests 

Remarks e Further investigations 
o Blood and urine glucose 
o U+Es 
o Bone scan 


Action / Examine For 


Introduction e Wash hands 
° Introduce, explain, consent 


General Height 
Inspection General size 
Hands ° Size 
° Increased skin fold thickness 
e Median nerve exam ° Carpal tunnel syndrome [See S 


o Thenar eminence wasting 
o Thumb ABduction 
o Sensation in lateral index finger 
o Tinels(/Phalen's tests 
° Feelpalms 


Arms e “Į would like to measure blood pressure” ° 
Neck ° JVP ° i diomyoy 

e Goitre ° (C C ie (note | V euthyroid) 
Face e Prominent supraorbital ridges 

e Prognathism (best seen from side) ° 

e Big ears, nose and lips 

° Large tongue e 

e “Show me your gums” 


o  Prognathism causing underbite 
o Wide separation of teeth 


Eyes ° Visual fields ° 3 1 1 (O 


Proximal e Test shoulder Abduction power 
Myopathy e Askto stand from chair with arms crossed 


Concluding “I would arrange an oral glucose tolerance test ° ailur N mone suppression conf l S 
Remarks with growth hormone and IGF-1 measurement” 
e Perform full cardiovascular examination 
e Further investigations 
o Blood and urine glucose 
o MRI ° 
o ECG ° 


Endocrine Examinations: Notes 


Cushing’s syndrome 
e Cardiovascular system 
o Hypertension 
o Fluid retention (> CCF) 
e Gastrointestinal system 
o Fatty liver 
o Pancreatitis 
e Neurological system 
o Euphoria 
o Depression 
o Psychosis 
o Insomnia 
e Locomotor system 
o Proximal myopathy 
o Osteoporosis + vertebral wedge # 
o Avascular necrosis 
e Immune system 
o Immunosuppression 
e Endocrine system 
o Diabetes mellitus 
e General ‘Cushingoid’ features 
o Central obesity 
Muscle wasting in limbs 
Thin skin 
Bruising 
Moon facies 
Facial plethora 
Acne 
Hirsuitism 
Buffalo hump 
Gynaecomastia 
Purple abdominal striae 
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Indications for long-term corticosteroid Rx 

e Respiratory 
o Asthma 
o COPD 
o Pulmonary fibrosis 

e Gastrointestinal 
o Inflammatory bowel disease 
o Autoimmune hepatitis 

e Rheumatology 


o RA 

o SLE 

o Polymyalgia rheumatic 
o GCA 


e Transplant 

e Replacement doses (do not cause Cushing's) 
o Addison’s disease 
o  Hypopituitarism 


Causes of Cushing’s syndrome 

e High ACTH 
o Pituitary adenoma (Cushing's disease) 
o Ectopic ACTH (eg. SCLC) 

e Low ACTH 
o Adenoma of adrenal cortex 
o Carcinoma of adrenal cortex 
o latrogenic (corticosteroid therapy) 


Investigation of non-iatrogenic Cushing’s syndrome 
1. Preliminary diagnosis 
e Overnight dex suppression test 
or 
e 24-hour urinary free cortisol 
2. Confirm diagnosis 
e 48 hour dex suppression test 
3. Localise lesion 
e Plasma ACTH 
e High dose dex suppression test — some 
suppression suggests Cushing’s disease 
e Imaging 
o CT head 
o MRI pituitary fossa 
o CT abdomen (adrenals) 


[dex = dexamethasone] 


AA Proximal myopathy 

e Cushing’s syndrome 
Acromegaly 
Hyperthyroidism 
Muscular dystrophy 
Polymyositis 
Dermatomyositis 
Myasthenia gravis 
Hypo / hyper K* 
Hypo / hyper Ca” 


Features of dermatomyositis 
e Proximal myopathy 
e Heliotrope facial rash 
e Gottron’s papules (extensor surfaces of fingers) 


Treatment of Acromegaly 
e Trans-sphenoidal resection of tumour 
e Bromocriptine / Octreotide 
o Reduce growth hormone synthesis 
o Used in young adults due to high risk of 
infertility following surgery 
o May also be used pre-operatively 
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Appendix A. Lymph Nodes of the Head & Neck 


Examination of the lymph nodes of the head and neck is a key component of several examinations. To begin, stand 
behind the patient and place both hands under their chin (over the submental nodes). Using the pads of your index, 
middle and ring fingers feel carefully in the sequence shown below. Examine both sides simultaneously. If you 
detect lymphadenopathy, assess the enlarged lymph node as you would any other lump [See Section 24]. 


pre-auricular 


posterior auricular 


occipital 


submental 


submandibular 


posterior 


n cervical chain 
anterior 


cervical chain 


Supraclavicular 


Virchow’s node: Enlarged left supraclavicular node due to 
metastasis of visceral (clasically gastric) malignancy 


AA Lymphadenopathy 
1. Localised 
e Acute local infection (eg. tonsillitis) 
e Neoplastic 
o Local malignancy 
o Solitary distant metastasis 
2. Generalised 
e Acute generalised infection (eg. EBV) 
e Chronic infection 
o TB ‘cold abscesses’ 
o Syphylis 
o HIV 
e Neoplastic 
o Multiple distant metastases 
o Haematological 
= Lymphoma 
= CLL 
e Systemic disease 
o Sarcoidosis 


e BA Recommended sequence of lymph node palpation 
; at 1. Submental 5. Anterior cervical chain 
Typical characteristics of lymphadenopathy 3. Submandibulaf: 6. Supraclavicular 
e Tender & fluctuant: Acute infection 3. Pre-auricular 7. Posterior cervical chain 
e Non-tender & rubbery: Lymphoma / GLL 4. Posterior auricular 8. Occipital 
e Non-tender & hard: Metastatic 


Appendix B. Key Differential Diagnoses 


The following clinical signs come up time and time again owing to their association with various diseases of 


multiple systems. Their causes are essential to know verbatim. 


AA Finger Clubbing 


Systems implicated: cardiovascular, respiratory, gastrointestinal, endocrine, 


e Cardiovascular disease 
o Cyanotic congenital heart disease 
o Infective endocarditis 
o Atrialmyxoma 


e Respiratory disease 


° 
° 
° 


Features of finger clubbing 


Increased fluctuatance of nailbed 

Loss of nailbed angle 

Increased longitudinal curvature of nail 
Drumsticking 


o Interstitial lung disease 

o Malignancy 
= Bronchogenic carcinoma 
= Mesothelioma 

o Supparative lung disease 
= Bronchiectasis (pus in the tubes) 
= Abscess (pus in a collection) 
= Empyema (pus outside the lung) 
= Cystic fibrosis (pus everywhere) 


e Gastrointestinal disease 
o IBD 
o Hepatic cirrhosis 
o Gllymphoma 
o Coeliac disease 


e Other causes 
o Thyroid acropachy (Grave’s disease) 
o Familial 


AA Ankle Swelling 
Systems implicated: cardiovascular, respiratory, gastrointestinal, renal, endocrine, vascular 


Systems implicated. Cardlovascllal, [espa YAST Aor TNF 


e Pitting oedema 
o Raised venous pressure 
Chronic venous insufficiency 
Right heart failure 
Volume overload (eg. renal failure) 
Immobility 
Constrictive pericarditis 
Obesity (with associated Na* / H20 retention) 
=» Pregnancy 
o Reduced oncotic pressure (hypoalbuminaemia) 
= Nephrotic syndrome 
= Cirrhosis / liver failure 
= Severe malnutrition 
= Protein-losing enteropathy (eg. IBD) 
= Exfoliative dermatitis 
o Drug-related 
= Calcium channel blockers 
= Long-term corticosteroids 
= NSAIDs 


e Non-pitting oedema 

o Lymphoedema 
= Primary (eg. Milroy’s disease) 
= Malignancy 
= Fllariasis 
= Radiotherapy 
= Lymph node clearance 

o Hypothyroidism 

o Pre-tibial myxoedema (Grave's disease) 


e Unilateral / localised swelling 
o Acute DVT 
o Post-thrombotic syndrome 
o Associated with cellulitis 


